records of two renal units. As late renal failure secondary to prostatic enlargement is preventable case records were analysed retrospectively in an attempt to identify aspects of management in which preventive efforts might be of value. Delays in referral were common, with a mean of 2-8 years between the onset of prostatic symptoms and time of referral, six patients being referred who had had symptoms for more than three years. Four of five patients who had had a prostatectomy were known to be in renal failure at the time of operation but were not referred until 2-13 years later, when prostatic symptoms had recurred and there was evidence of progressive nephropathy with dilatation of the upper urinary tract. Two patients died on admission and eight (47% of survivors) required long term dialysis, most patients (80%) requiring some dialysis support during the initial period.
These findings suggest that progressive nephropathy caused by prostatic outflow obstruction might, in part, be averted by more adequate screening of renal function in men with untreated prostatism and closer follow up of patients with uraemia at the time of prostatectomy.
Introduction
Though prostatic symptoms are known to occur in up to 40% of men over 65,' the prevalence of renal failure due to protstatic disease is essentially unknown. Dilatation of the upper urinary tract has been reported in about 5% of men being investigated in hospital for prostatism,23 and though the pressure-flow relations within the bladder associated with upper tract dilatation have been greatly clarified,4'0 there has been surprisingly little emphasis on the progressive effects on the kidney leading to irreversible renal failure. Late 
Patients and methods
The study was carried out on patients who were admitted to the renal units at the Churchill Hospital, Oxford, and St James's University Hospital, Leeds.
These two units serve populations of about 2 4 million and 2-0 million respectively. Patients with a diagnosis of prostatic hypertrophy and obstructive uropathy or nephropathy were identified from three sources: (a) the databases of the renal units; (b) Hospital Activity Analysis based on diagnosis on admission; and (c) personal recall of cases. These sources were known to be incomplete as not all patients were coded at the time of study and some codings were known to be incorrect. Also patients in Oxford who were managed without dialysis were not entered into the database for chronic renal failure and the aetiological diagnosis was not always made at the time ofadmission. Patients with congenital obstruction or acquired obstruction not due to prostatic disease were excluded from the study. Cases of obstruction due to infiltration of the lower ureters by prostatic carcinoma were also excluded. The diagnosis of obstruction was confirmed by ultrasonography of the kidneys and urinary tract and in some cases by intravenous urography. Cystoscopy was carried out to confirm the diagnosis and obtain tissue for histological study.
Thirteen patients in Oxford and six in Leeds were identified for further study. Most were admitted between January 1984 and March 1987 (see table) . Eleven patients had been referred from regional hospitals outside Oxford, and five patients in Leeds had been referred from other hospitals in the area.
The case notes of patients were examined and information on the following extracted: age at admission; duration of prostatic or uraemic symptoms, or both; interval between seeing a doctor and referral to hospital; treatable conditions on admission (urinary tract infection, hypovolaemia, nephrotoxic drugs, medical conditions contributing to renal failure); whether a diagnosis of prostatic obstruction was made by the primary referral centre; size of the prostate; blood biochemical and haemoglobin concentrations; urinary drainage procedure (catheter, nephrostomy); short term mode of dialysis; date(s) of prostatectomy; histological diagnosis; and long term dialysis requirement. All patients except those who died had been followed up for a minimum of six months at the time of study.
Results are expressed as means and (when appropriate) standard deviations. In calculating the mean duration of prostatic or uraemic symptoms the lower figure was used when the duration was expressed as being greater than a certain number of months or years and two years was used when the duration was stated as "a few years."
Results
The table gives the data on the 19 cases studied. The mean (SD) age of patients at presentation was 68 7 ( 7 6) Presenting symptoms-At the time of admission 16 patients complained of prostatic symptoms (hesitancy, nocturia, poor stream, terminal dribbling). The mean duration of symptoms was 2-8 years (range three months to nine years). Three other patients at first denied difficulty with micturition, but on further questioning it was apparent that prostatic symptoms had been present for some time but had not been regarded as abnormal. The reason for admission in all cases was the recent onset of uraemic symptoms, which had developed over a few days to several months in one case, most patients having had symptoms for "a few weeks."
Previous prostatectomy-Five patients had had a previous prostatectomy, which had been carried out a mean of 5-4 years (range [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] [13] 17 cases, and in one case in which imaging of the urinary tract was not carried out prompt recovery of renal function occurred after relief of obstruction. Patients with obstruction due to infiltration of the lower ureters or bladder trigone by prostatic carcinoma were excluded from the study. The present cases were therefore consistent with obstruction at the level of the bladder neck resulting in dilatation of the bladder and upper urinary tract, with compression and thinning of the renal cortex and eventual renal failure.
Twelve of the 19 patients had had prostatic symptoms for more than 12 months by the time of referral to hospital, and six had had symptoms for more than three years. As the severity of renal impairment and the degree of recovery of function after relief of obstruction are influenced by the duration (and completeness) of obstruction, not surprisingly renal failure was to a great extent irreversible by the time of admission to hospital; eight patients required long term dialysis and only marginal recovery of function occurred in others, some of whom were also at risk of becoming dependent on dialysis. In addition there were two immediate deaths from the effects of uraemia. Arguably, therefore, one of the most important factors to affect morbidity was delayed diagnosis.
An important difficulty is in recognising which men with prostatism are at risk of upper tract dilatation and therefore require further investigation. A history of enuresis, painless chronic retention, and a palpable bladder should suggest a diagnosis of high pressure chronic retention with its attendant risk of hydroureteronephrosis.78 Several studies, however, have shown that prostatic symptoms bear little relation to the degree of obstruction. Whether the patient has classic "obstructive" symptoms (hesitancy, weak stream) or classic "irritative" symptoms (frequency, nocturia) or whether symptoms are graded according to severity appears not to predict the degree of obstruction to urinary flow.8'-0 12 Similarly, assessment of prostatic size, though confirming a diagnosis of prostatism, is notoriously unreliable in assessing obstruction.9' 10 12 13 It is always necessary to look for symptoms and signs of chronic renal failurefor example, nausea, lethargy, oedema, and hypertension"4-but these occur at a late stage, usually when irreversible damage has been done.
Obstruction may be confirmed by imaging of the renal tract (by ultrasonography or intravenous urography), assessing renal function,'" or finding high bladder pressures on urodynamic investigation.6 Much discussion has centred on the role of these as routine investigations. obstruction due to prostatic disease. A prime consideration in those who are not referred for surgery should be identification of cases at risk by careful abdominal palpation and inquiry about enuresis-and perhaps by more thorough screening of renal function in patients with otherwise minor symptoms.
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